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 An investigation of Complaint Number 

IN00118377 was conducted by the Indiana State 

Department of Health.

Complaint Number:  IN00118377

Unsubstantiated:  Due to lack of evidence

Survey Date:  10/19/12

Facility Number:  001118

Provided Number:  15G604

AIM Number:  100245630

Surveyor:  Joe Brown, Life Safety Code Specialist

Census: 5

Life Designs Inc. was found to be in compliance 

with 42 CFR Part 483, Subpart I and 431 IAC 1.1 

in regard to the investigation of Complaint 

Number IN00118377.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 10/25/12.
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